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Executive Summary

The qudity of servicesis playing an increasngly important role in many family planning programmes.
Many family planning programmes have abandoned the emphasis of setting numerical gods as an
indicator of programme achievement in favour of client-centred measurements. To attract new
clients and improve continuity of use of contraceptives, providers endeavour to offer services that
gpped to potentid clients who are concerned about quaity. The growth of management theories and
new methods of quality assurance have made an impact on the hedth care industry and this has
resulted in greater focus on client-centred services. Further, the call by the International Conference
on Population and Development (1994) for more client-centred services has legitimised the
importance of quality in reproductive hedlth services.

In 1995, a nationa Situation Analyss Study of 254 hedth facilities was conducted in Kenya and the
objective was to assess the gatus and quality of family planning services in the country. Based on
this survey, an in-depth survey of a sub-sample of 28 hedth facilities was conducted the following
year. From these facilities, 1834 women were interviewed about their experiences with services at
facilities when they sought antenatd, child hedlth and family planning services. For each woman, the
experience was related to the last child.

The god of the in-depth survey was to examine the links between quaity of care in family planning
services and contraceptive behaviour. A key focus of the study was directed a information and
counsdling as eements of service qudity. Further, the subject of quality was explored in the context
of how women switched facilities for the same and different services of antenatd care, child hedlth
and family planning.

Results from this study reveded that provision of information about reproductive hedth services was
generadly low and was mediated by providers condderation of client's persona characteritics.
Women's characterigtics that were found to be important were age, maritd status, number of
children and education. Older women or those who were married were more likely to recelve
counsdling from service providers. An increase in the number of children was generdly associated
with a higher likdihood of counsdlling. Women with secondary or higher education received more
attention from providers than those less educated. In addition, the likelihood of counsdlling increased
with the number of vigts to a hedth facility and the type of facility vigted. The chances of recaiving
counsdling were highest among hedth centres compared to dispensaries or hospitals.  Providers
make sensble decisons of who to counsd, but these consderations can lead to redtrictions of
access to sarvices. In particular, difficulties of access to contraceptive information faced by young
adults or uneducated women is demonstrated.

Exposure of MCH clients to family planning information appeared to improve adoption of
contraceptive use. However, it was rather unexpected that there was no difference in the
percentage of women exposed to family planning information among those with unmet need and
those without. This suggests that service providers were not clear which clients to focus on.

Provider discussons about family planning on any single day were found to be reatively low.



Approximately nine percent of antenatad women and nearly 10 percent of child welfare mothers
were told about family planning services on the day of vist. Similarly, asmal percentage of women
reported that they had attended hedlth talks. For women who attended hedlth talks, about a fifth of
them mentioned that the dominant themes at the talks were antenatd care, child hedlth and family
planning. Less than a tenth of women reported that the discussions covered information on STDs
and AIDS. These results show that hedlth taks as a mode of communicating reproductive health
information to clients continues to be under-utilised and therefore need strengthening.

Women who switched fadilities during their search for antenatd, child hedth and family planning
sarvices provided some ingght into the role played by qudity of services in their behaviour. The
majority of clients seeking antenatd care, child wefare and family planning services tended to use
the same facilities. Degpite the long continuity of use of facilities for different services, providers did
not take advantage of the frequent contacts that they had with clients. Severa opportunities of
educating women on reproductive hedlth issues were missed by providers.

Women who switched facilities when they changed services provided insights into the importance of
qudity in reproductive hedth services. Apart from marita satus, persond characterigtics did not
gppear to play a sgnificant role in women who changed hedlth facilities when they switched services
from child hedlth to family planning services. However, it is interesting to note that women who had
providers discuss family planning services with them during child hedth visits were more than one
and hdf times more likely to continue seeking services from the same facility than those who were
not counsdlled. Thisfinding confirms the important role of integrating reproductive heglth information
at different stages of women'’s reproductive lives.

Therole of counsdling is further demondrated by the least switching associated with clients who

chose their methods of contraception. Women who reported that they used contraceptives
recommended by friends were more likely to switch facilities than those who chose their method or

had depended upon a recommendation of providers. Least switching was observed among women
who chose their contraceptive. This finding brings to the forefront the need for providers to counsd

clients adequately in their choice of contraceptives. In addition, the sector of the facility where a
woman sought family planning services influenced switching behaviour; women who attended NGO

facilities were mogt likdly to switch than those who visted Government or Narobi City Council

fadilities. This switching was related to the cost of services a these fadilities.

This sudy, as wdl as others, highlights the gap that exigs in the provison of qudity of servicesin
reproductive hedlth. Despite the call a the ICPD for client-centred services, there is evidence that a
wide gap dill remainsin providing rlevant information to dients. Programmes need to pay attention
to this dement of service provison and mechanisms that incorporate the client's perspective and
integrate reproductive health information need to be investigated and implemented.



1. Introduction

In the past decade, the study of qudity of services in internationa family planning (FP) programmes
in the developing world has intensfied. A number of problems have emerged in studying the subject
and these gpan from the smple definition of service qudity under different environments to the more
complex problems of relating service qudity to clients behavioura or demographic outcomes.

Despite the recognition of the importance of the topic, only a few empirica studies have been
directed at addressing these issues. A mgor judification for the interest in service qudity is its
potentia influence on reproductive behaviour. To date, evidence of this rdationship is conflicting
and inconclusve. Studies that seek to establish the relationship between accessibility of services,
utilisation and qudity of care have faced difficulties of separating the effect of different factors under
sudy, and thus conclusons of relationships are wesk and obscure (Chavoyan et d., 1984;
Cochrane and Gibney, 1991; Wilkinson et d., 1993).

A few studies show a strong correlation between service factors with client’s behavioura outcomes.
The semind andysis by Jain (1989) demondrated that increasing availability of methods in a family
planning program could result in higher contraceptive prevaence rates while dso helping women to
meet their reproductive goas. A prospective study of 7,800 women in Bangladesh showed that high
gsandards of care from providers were associated with continuation with contraceptives and also
greater likelihood of contraceptive adoption (Koenig et al., 1997). From East Java, Pariani (1991)
showed that women who were given a method of their choice were more likely to continue longer
with contraceptive use than those who did not. Improved client counselling given to clients has been
reported to be associated with better continuation rates in the Gambia and Niger Cotten et d,
1992).

For the past 10 years, the Population Council’s Africa Operations Research Project has conducted
a number of studies seeking to measure quadity using the Bruce-Jain framework of quality of care
(Bruce, 1990). These studies have revealed interesting observations about the functioning of hedth
facilities. For instance, it has been observed that reatively few hedlth facilities provide contraceptive
sarvices to the mgority of new family planning clients Mensch and others (1994) illustrate the
point. From their study of services in Zimbabwe, Tanzania and Nigeria, they found that 25 percent
of hedth facilities served 79 percent of new clientsin Nigeria, 81 percent in Tanzaniaand 83 percent
in Zimbabwe.

A number of possble explanations were proposed for these variations. Women's choice of hedth
facilities could be a function of demand of services, that is, ther degre to control fertility. Access
factors such as cogt of and distance to services may play an important role in the number of clients
vigting hedth facilities. A third possible explanation could be that the varying qudity of services at
hedth facilities influences atendance a facilities. The qudity of services and its potentia influence on
women' s contraceptive behaviour was the subject of investigation for this study.



2. Study Goals

The god of this Sudy is to examine the links between qudity of care in family planning services and
contraceptive behaviour.

Specnflcdly, the objectives were to conduct a study in 28 hedlth facilitiesin order to:
Analyse the role of health facilities in influencing Maternal and Child Health (MCH)
clientsto use family planning services
Identify and analyse facility factors that influence contraceptive and health facility
switching and continuation behaviour among MCH and FP clients
0 Analyse the role of clients individual characteristics in influencing the use of
MCH and family planning services

Outcome M easur es
0 Proportion of women exposed to family planning information during visits for
antenatal and child health purposes
1 Proportion of women who switched health facilities when they sought antenatal,
child health and family planning services

Explanatory Variables
Individual characteristics - age, marital status, number of living children, educational
level, desire for more children
0 Healthfacility characteristics - type and sector

The outcome variable, information given to dlients about the services sought is an important element
of service quality proposed by the Bruce-Jain and other frameworks of service qudity. For this
study, the objective will be to find out if exposure to family planning information as an dement of
quaity had implications to contraceptive behaviour. The pattern of switching of hedth fadilities will
also be andysed and this behaviour is expected to reflect women's choice of services based on
qudlity.

In this analysis, the type and sector of hedth facility visited by women are consdered to be proxies
for service quality. Three broad types of hedlth facilities are consdered; hospitas, health centres and
dispensaries. Hospitdls, which are generaly located in urban areas and near to government
headquarters, are expected to be better stocked with commodities and other supplies. More skilled
daff are normaly found at these types of facilities. The hedth centres are ranked second to the
hospitals. Dispensaries, which are staffed by one or two professional nurses, are expected to offer
the lowest qudity of services. Women choose different types of facilities based on their perceptions
of service qudity. The broader definition of service quality that encompasses not only interpersona
relationships but aso the infrastructure of the hedlth facilities is based on the clients more
encompassing views of qudity derived from a quditative study conducted in 1995 (Ndhlovu, 1995).

MCH and family planning clients can seek services from facilities run by three sectors; the
Government, private and Non Governmenta Organisations (NGO). The main difference between
sectorsis that services from the private sector tend to be most expensive. The government and city
council hedlth fadilities charge dients only anomind fee.
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Organization of the Report

The next section presents the study design and methods of the study. This is followed by a
discusson of exposure of dients to family planning information during vists for antenatd and child
hedth services. Switching during MCH and family planning services congtitutes the second haf of
the report. The overall discussion and conclusions are drawn and presented at the end.

3. Data and methods

3.1 Study Design

This sudy investigated the quality of care issues based on a sub-sample of 28 hedth facilities. One
of the broad aims of the inquiry was to complement the cross-sectional snapshot findings reveded
by the nationd Stuation andyss sudy conducted at 254 hedth facilities in 1995. In this survey,
women were interviewed about ther past use of hedth fadlities for MCH and family planning
sarvices. The main objective was to find out the extent to which women switch from one facility to
another in thelr search for antenatd, child welfare and family planning services and the role of service
qudity in this process. Such switching behaviour has never been studied in Kenya, despite its
obvious rdevance to the efficient running of an integrated service and its potentid to illuminate
possible defects and dissatisfactions with the services provided at specific facilities.

Andyss of patterns of family planning and MCH use of hedth facilities from the 1995 Stuation
Andyss Study showed that a smdl proportion of hedlth facilities serves arelatively large proportion
of dl dlients and that alarge number of clinics serve few or no dients at al. These results were found
to be consgent with findings from earlier sudies conducted in other African countries (Fisher,
1993). Figure A illugtrates the point.

This research sought to explore this problem in the wider context of MCH and family planning
sarvice ddivery snce thisis the context within which many African countries deliver family planning
services



clients according to quartiles of health facilities (Kenya Situation
Analysis,1995)

At the same time, awide variability among hedth facilitiesin the ratio of family planning viststo
Figure A: Percentage distribution of new and revisit family
planning
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MCH vidts isindicated in Figure A. 1n some government hedlth facilities there are nearly as many
family planning visits as MCH vidts while in other facilities, there were as few as one to two vigts of
FP clients per 100 MCH vists. Thisvariability isfurther illustrated in Table 1. Government hedlth
facilities were ranked in terms of the ratio of family planning to MCH visits and were grouped into
quartiles. In the top quartile, the ratio of 72 family planning visits per 100 MCH clientsis observed.
On the other hand, for the bottom quartile, the ratio is9 per 100 MCH vidits.

Table 1. Distribution of Total FP and MCH Client Visits According to
Quartiles, Kenya Situation Analysis Study, 1995

QUARTILE MCH VISITS FPVISITS RATIO FP/MCH
First 697,880 59,467 .09
Second 647,265 119,111 .18
Third 570,642 166,224 .29
Fourth 259,316 185,349 12

It was hypothesized that the nature and quality of FP counsdling and advise during MCH vigts
could be a mgor factor in determining the ratio of family planning acceptors and revigts to tota
MCH vidts. Specificaly, two main causad links between service qudity and FP performance were
hypothesised, the first one may be termed the conversion link: in high peforming hedth fadilities,
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there is more emphasis on exposing MCH clients to FP information, advice and counsdling than in
low performing hedlth facilities. The second one may be termed the attraction link: some hedth
facilities develop areputation for provison of high quaity FP services and thus attract women with a
need for such services. The two links were not expected to be mutually exclusive and thus could be
expected to operate Smultaneoudy in some instances.

The case-control design was sdected for sudying the influence of service qudity on clients. This
design was based on a subsample of 28 hedth facilities obtained from the main Stuation Andyss
Study conducted in 1995. From 254 hedth facilities sampled during the nationd Stuation analyss
study, MCH to FP ratios were caculated for each hedlth facility. Cases were defined as hedth
facilities with high ratios while controls had low retios.

The pairs of facilities were matched as far as possible according to type (hospital, hedth centre, and
dispensary) and geographica location to control for potentialy confounding factors. This was
viewed as important since different types of facilities tend to offer a different range and complexity of
sarvices. To control for demand of services, facilities were matched for location. This was important
especidly in urban areas where some facilities were located in low density suburbs compared to
some that were Stuated next to large dums. For the rurd areas, the demand of services could be
affected by socio-culturd factors and thus rurd facilities had to be within the same didtrict. Table 2
shows the distribution of selected cases and controls according to provinces and types of facility.

Discussions were held with data collectors and knowledgesble people to match hedth facilities
according to the criteria that had been set out. All the 14 pairs of hedth facilities that matched the
criteria were selected for study. As seen earlier, the research used the case control design. The
design paired 14 hedth facilities according to the relationship between the number of family planning
and MCH cdlients. Ratios for each of the hedlth facilities surveyed during the second phase were
computed. The design matched hedlth facilities with high ratios of family planning to MCH dientsto
those with low ratios within the same geographicd area. The hypothesis was that the variaion in the
ratios could be attributable to the way activities a hedth facilities were influentid in the uptake and
continuation with contraceptive use.

Table 2: Distribution of Selected Pairs of Cases and Controls According
to Provinces and Types of Facilities

PROVINCE HOSPITALS HEALTH CENTRES | DISPENSARIES
NAIROBI 4

EASTERN 2 1

CENTRAL 1 1

NYANZA 1

WESTERN 1 1

RIFT VALLEY 1 1

TOTAL 4 7 3




3.2 Sampling MCH and FP Clients

At each hedth facility, data collectors spent a week and interviewed dl new and revigt family
planning clients including the maor categories of MCH dlients vidting hedth facilities for antenata
and child welfare purposes. Women aged 15 to 44 years with at least one living child form the
sample for MCH clients. It was important to sample women who had delivered at least one child
snce a mgor pat of the invedigation inquired about use hisory of the hedth facilities during
antenatal and child welfare vists. In addition, reference to the last birth reduced recall errors among
interviewees.

3.3 Training and fieldwork

Between 2nd and 10th October, 1996, 14 data collectors participated in the training held at
Outspan hotel in Nyeri. The mgority of the data collectors were drawn from the nationd Situation
Anaydss Study conducted in 1995.  The training included reviewing each question for dl the
indruments, role-playing and a pre-test using the loca hedth facilities. As soon as the training was
completed, the teams were in the field for four weeks, spending aweek per hedth facility.

The data collectors were divided into seven research teams, each conssting of two members with
extensve experience in family planning service ddivery and research and interviewing techniques.
One team member was designated as a team leader with respongibility for arranging trave logigtics,
financia adminidration, ensuring adequate quaity checks of the data collected, and generd trouble-
shoating for the team.

3.4 Evaluating the Data Quality

The validity of data was evduated using three sources. From the main survey of 1995, data on
sarvice daidics was collected about the tota number of dients vidting hedth fadilities for family
planning and MCH purposes. Similar data were collected for the 28 hedlth facilities visited in 1996.
In addition, during this phase, data collectors stayed for a week at hedlth facilities and, on a daily
basis, recorded the actua number of MCH clients who sought services at the facilities. Ratios were
cdculated usng data from the three data sources, the annua number of dlients vigiting for family
planning and MCH services and the weeks totals. For the three data sets, the computed ratios were
expected to have internal consistency and to be congtant or vary within a narrow range.

The results showed wide variations of the 14 pairs of retios for the three periods of data collection.
Since there were no specific intervention programmes surrounding the 28 hedth fadilities, this
suggested that the data recorded by nurses was inaccurate. Additiond information was obtained
from the evauation of the genera status of the record system as judged by data collectors. Data
collectors were required to judge whether the inventory and the record card systems were well
completed, well ordered, partially ordered but usable or not ussble at all.



The wide variability of ratios supplemented with reports from data collectors cast doubt whether the
origind case control design could be used. Therefore, it was decided that the anadlyss will treat
women as individua cases and not as part of the case control design. Therefore, this andysis is
based on 1834 women interviewed at hedth facilities and had at least one child. On the day of
interview, these women had visited facilities for different antenatd care (ANC), child hedth and
family planning purposes. Despite this change, the link between service qudity and reproductive
behaviour could till be addressed by examining the integration of family planning information during
MCH vidtsand clients switching behaviour.

The ICPD agenda proposes the integration of a wide range of reproductive hedth services, MCH,
family planning and sexualy tranamitted infections. But before the integrating of sexudly transmitted
infections into MCH can be adopted, there is need to assess the status of current integration
drategies implemented at hedlth facilities when dients seek MCH and family planning services.

A demondration of a successful srategy of educating MCH women about family planning has a
great potentid of application for disseminating other information needs to women. A smple
caculation shows the potentid use of this strategy. For example, in Kenya, the current totd fertility
rate, that is, the number of children awoman has during her reproductive lifeis currently estimated to
be 4.7 (KDHS, 1998). Also, on average, a woman pays 13 visits to hedth facilities for antenatal
care and child hedlth purposes corresponding to one child. Based on these figures, the estimated
lifetime number of vidts to hedth facilities for MCH purposes is goproximately 60. This large
number of contacts between providers and clients offers aready opportunity for service providersto
provide information and education to women on a number of reproductive health issues.

The firgt part of the report will discuss how providers take advantage of their numerous contacts
with dientsin terms of information exchange. The second part of this report investigates how clients
switch their use of hedlth facilities as their reproductive hedth needs change from antenatal care to
family planning services, atopic that has been little researched in Kenya or other African countries.
Knowledge of dients switching behaviour has great potentid for application in learning about
cients requirements and the quality of services offered to them. Maternd, child hedth and family
planning services are integrated in most African countries and yet there is alack of knowledge about
the extent to which these services meet the needs of communities. The objective of the hedlth
facilities is to provide continuous care to dlients, and it is therefore important to know whether these
gods are being achieved as women change their reproductive needs. The study of clients' switching
should be viewed with keen interest by programme managers, since it may aert them to inadequate
quality of services offered a their hedth facilities. Therefore, the andyses that follow are important
for understanding the switching experience of women when they seek care for antenatd, child hedth
and family planning services



4. Client Characteristics

Of the 1834 women who were interviewed, 29 percent had visited the hedth facility for antenatal
care, 33 percent for family planning and 38 percent for child hedth services. The age range of
these women was between 15 and 46 years with mean and median ages of 26 and 25 years. The
majority of them (89 percent) were married. Though the mean number of years of schooling was
two, sizeable proportions of them had attended primary (56 percent) and secondary school (36
percent). Only small percentages of women had never attended school (5 percent) at al or had
received qualifications beyond secondary school level (3 percent). From women interviewed, we
observe that vigts to hedth facilities for antenatal and child welfare services were nearly universdl.
For most women, once they were pregnant, their first contact with antenatal care services was with
Government hedlth facilities, followed by those run by NCC hedth fadilities and findly, Non-
Government Organisations (NGO). The same pattern is observed with respect to the percentage of
women vigting hedth facilities for child hedlth purposes. When data were analysed with respect to
type of fadility, it was found that the largest percentage of women first went to hedth centres for
antenata care or child welfare services. Hospitals and dispensaries respectively ranked second and
third asthefirgt choice of the type of facility.

For this sample, the number of vidts to hedth facilities for antenatd care is raively high. The
median and mean number of vigts to hedth fadilities for antenatal care is gpproximately five and six
regpectively. These figures are consistent with the mean number of 4.7 visits reported by the 1994
Kenyan Demographic and Hedth Survey. The Kenyan government policy recommends thet
pregnant women should vist hedth facilities monthly for the first seven months, fortnightly during the
8th month, and then weekly until delivery. The data reported in this survey are positively biased
towards women who use hedth facilities but, even among these women, vidts fdl far short of the
recommended level.

5. Exposure to Family Planning Information during MCH
Vigts

This section of the report examines the degree of exposure of MCH clients to family planning
information, the persond characterigtics and facility factors that influence exposure. The results are
derived from 1834 women who were asked to recal their experiences of antenata and child welfare
vigts to hedth facilities. The experiences were related to the last child. For each of these services,
they were asked if any hedth providers had talked to them about family planning, if they had seen
any family planning pogters or if they had persondly discussed family planning services with other
women while waiting for services. A discussion of the concept of unmet need, its relevance for client
sdection, followed by the influence of family planning information to contraceptive uptake concludes
this section.

Surveys conducted in Kenya between 1989 and 1994 show generd availability of information and
education materials a hedth facilities with a marked improvement since 1989 (Ndhlovu et d.,
1996). For ingance, in 1989, 43 percent of hedth facilities were observed to have family planning
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posters and this figure increased to 74 percent in 1994. The percentage of facilities with pamphlets
doubled to 74 percent between the two periods. Information, Education and Communication (IEC)
materids displayed at facilities are intended to inform and educate women about different services.
In addition, these materids are expected to trigger clients curiodity about the content of the materia
S0 that they can inquire about services from providers or other women.

As expected, exposure to family planning information increases with the number of visits a woman
pays to hedth facilities Figure 1 demondrates the cumulative effect of exposure for the three
information exposure variables, provider counsdling, IEC materids and women's discussons with
each other. The graph shows that the level of exposure to print materials was higher than that for
provider counsdling and women's discussion. Provider counsdlling was lowest for each of the tota
number of vists. Though the generd trend is upwards, there gppears to be no further increase in
exposure after the Sixth vist.

Figurel: Exposure to Family Planning Information During Child Welfare Visits
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Of the three modes of family planning exposure (provider counsdling, inter-client discusson and
exposure to IEC materids), the highest percentage of women reported that they had seen IEC
materials during MCH vigts. During antenatal and child hedlth vists, nearly 80 percent of women
reported that they had seen IEC materids (Tables 3 and 4). The second most common form of
exposure was through provider counselling, reported to be 40 and 44 percent for antenatal and child
hedlth vigts, respectively. The mode of exposure that was least reported was women's discussion
with each other.

Service providers are influenced by client’s persond characteridtics in their decisons of who to
counsd for family planning services. Tables 3 and 4 show that certain types of clients are more likely
to receive counsdling than others during antenata and child welfare vidts. A larger percentage of
older women were counsdled than those in younger age groups. Married women were given
preference to single women. With regard to future reproductive intentions, a higher percentage of
women who said they did not want any more children were more likely to receive family planning
counselling compared to those who did. The percentage of women who received counsdling rises
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as the number of children increases. A higher percentage of educated women were counselled
during child hedlth visits compared to those with primary or no education though the relationship did
not hold for antenatal vists. With regard to facility characteridtics, the sector of the facility where
women went influenced their chances of being counsdled, with a higher proportion of women
counsdlled a Government and NGO facilities. Results for antenatd and child welfare vists follow
the same pattern though the figures are generdly lower for antenata vidts. This means that
providers put more effort into counsdlling women who visted for child hedth purposes than for
antenatal care.

Family planning adoption may well be influenced by the spontaneous interchange of information
among women waiting for MCH sarvices a hedth facilities. Women were asked if they had ever
talked with any other women about family planning services while waiting for services. The same
persond and clinic factors were found to influence women's discussons with each other. Age,
marital status, the number of children, a woman's desire for children, facility type and sector were
sgnificantly related to discusson. Education did not gppear to be an influentid variable for these
discussons. A higher percentage of discussons were found among women who were older,
married, with larger number of children and those who desred no more children. A higher
percentage of women discussed family planning a hedth centres and Government facilities than at
other types of facilities and sectors.
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Table 3:

selected characteristics

Per centage of women exposed to family planning during child
health visitsto health facilities with respect to thelast child by

Personal Characteristics Number of | % given FP % Who Saw FP % Discussed FP
Women counselling IEC materials with other women
All 1834 55.1 77.8 465
Age
1519 178 388 67.2 30.2
20-29 21 54.6 788 455
30-46 407 63.3 79.7 56.0
p-value 0.000 0.000 0.000
Marital Status
Married 1615 56.9 794 476
Single 197 401 64.8 36.5
p-value 0.000 0.000 0.003
No. of Living Children
1 710 490 773 338
2 452 59.1 799 489
3 251 58.6 789 52.8
4+ 3% 59.5 76.1 53.8
p-value 0.000 0.563 0.000
Highest Education Leve
None or Primary 1108 52.6 74.9 46.2
Secondary + 659 593 825 46.9
p-value 0.006 0.000 0.782
Desirefor morechildren
Yes A 515 773 27
No 676 59.9 784 525
Undecided 143 56.6 79.4 434
p-value 0.003 0.784 0.000
Number of Visits
1-2 454 40.2 68.7 272
35 436 48.7 76.3 46.7
69 469 60.1 81.7 56.4
10 and above 401 69.2 83.0 54.5
p-value 0.000 0.000 0.000
Typeof Facility
Dispensary 274 511 722 405
Hospital 929 56.8 819 50.0
Health Centre 585 55.2 745 43.9
p-value 0.242 0.000 0.06
Sector of Facility Visited
Government 843 511 69.7 511
NGO 350 54.9 782 39.3
NCC 592 62.0 89.9 44.6
p-value 0.000 0.000 0.000
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Table4: Percentage of women exposed to family planning during
antenatal visitsto health facilities with respect to thelast child
by selected characteristics

Personal Characteristics Number of | % given FP | % Who Saw FP % Discussed FP with
Women counselling | |IEC materials other women
Overall 1834 49.6 79.3 47.5
Age
1519 17 304 69.2 331
20-29 1191 482 80.2 46.3
30-46 400 60.5 811 56.0
p-value 0.000 0.002 0.000
Marital Status
Married 1591 50.6 80.1 488
Single 187 39.6 725 35.6
p-value 0.004 0.015 0.001
No. of Living Children
1 695 411 7.7 382
2 440 49.6 804 50.1
3 248 522 79.8 54.2
4+ 390 61.3 81.0 57.2
p-value 0.000 0.557 0.000
Highest Education Level
None or Primary 1082 495 76.8 486
Secondary + 651 49.2 834 46.1
p-vaue 0.877 0.001 0.315
Woman desires
Yes 975 444 78.7 441
No 664 575 80.7 534
Undecided 140 45.7 774 435
p-value 0.000 0517 0.001
Number of Vidits
1-2 159 340 67.5 329
35 882 485 804 485
69 511 50.6 780 51.9
10 and above 177 59.3 82.7 441
p-value 0.000 0.002 0.000
Type of Facility
Dispensary 265 44.2 722 338
Hospital 843 498 828 50.5
Health Centre 672 51.0 77.6 48.3
p-value 0.157 0.000 0.000
Sector of Facility Visited
Government 859 47.7 75.2 533
NGO 392 492 784 394
NCC 523 524 87.1 439
p-vaue 0.243 0.000 0.000




The bi-variate analysis presented in Tables 3 and 4 was taken further by the gpplication of advanced
datistical techniques to assess adjusted or net effects of different explanatory variables. The analyss
of women's experiences during antenatd visits shows very similar results to those observed for child
hedth vidts and therefore, only results based on reports of women's visits for child hedth services
are presented. The dependent variables of interest are 1) exposure to provider counseling 2)
whether clients saw IEC materids at hedth facilities and 3) whether women discussed family
planning with each other. Personal characteristics discussed above are considered as explanatory
variables, together with the type and sector of facility

When each of the varigbles are consdered individudly, al except the type of facility were found to
have a gatidticaly sgnificant association with provider counsdlling. In comparison to the reference
group (14-19 years), exposure among women aged 20 -29 years and 30-34 years increases
gradualy; the older the woman, the more likely she was to receive counsdling from a service
provider. Smilarly, the likelihood of exposure increases with number of children. Single women
were nearly haf as likely to be counsdled than married women. More educated women had an
odds of 1.31 of being counsdled by a service provider. Providers dso paid more attention to
women who did not want to have more children and those who were undecided about plans for
future child bearing than those who wanted more children.

Discussions about family planning amongst women aitending hedth facilities for child hedlth purposes
were found to be highly influenced by nearly dl individua and facility characteristics. When each of
the characterigtics is considered individudly, al the characteristics except education showed that
they were dgnificantly associated with discussons. The direction of the reationships between
personal characteristics and exposure to discussions is the same as discussed earlier with respect to
provider counselling. When the variables are adjusted for each other, age and maritd datus are the
only two characteristics to retain a net effect.

The link between type and sector of facility and inter-client discusson is unexpected. NCC and
NGO facilities which have been pogtively associated with other exposure varigbles (provider
counsdlling and seeing |IEC materials) appear to be the least conducive environments for women to
discuss family planning. The probable explanation is geographicd in nature. NCC facilities are
located in a metropolitan setting where people are less likely to know each other and thus less likely
to discuss with each other persond matters as family planning. NGO facilities are generdly located
in urban and semi-urban locations where the same type of urban behaviour would be expected.
Clients from NGO facilities were dso observed to display a high degree of switching that would
make it difficult for them to form long bonding relationships with other dients Conversdy, at
government facilities, which are likely to be rurd, women are more likely to know each other and to
discuss reproductive health issues more easly than in towns or cities.

Exposure to family planning through provider counsdlling and women's discussions were closdy
associated with the sector and type of facilities where women sought services. For instance, women
who sought services from the Nairobi City Council (NCC) hedth facilities had a higher chance of
being counselled than those attending government and NGO facilities. At the same time, the type of
fecilities vigted did not appear to influence the likelihood of counsdlling. On the other hand, the type
of facility where a woman sought child hedlth services was related to the likelihood of discussng
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family planning services with other women services. Women atending hospitas had a greater
chance of griking a conversation with others than at health centres and dispensaries.  The effect
remained sgnificant even after adjusment for other variables. The explanation for this behaviour is
not obvious.

5.1 Exposure to FP for Women with Unmet need

In addition to reducing population growth rates, a mgor god of family planning programmes in
Africa, isto help couples to achieve thar reproductive intentions. To assig clients to achieve these
gods, sarvice providers have to be in a position to identify clients needs.

The concept of unmet need appears particularly relevant for service providers who are in a position
to inform and educate MCH clients about contraceptive use and other reproductive hedlth issues.
Studies have shown that women who know of contraceptive methods and are aware of sources of
supplies are less likely to have unmet need (Westoff and Bankole, 1994). Since service providers
come into contact with a large number of MCH and family planning clients, the concept appears
useful for adminigtering their family planning programmes.

This study shows that providers miss a great opportunity for counsdling clients who vist hedth
facilities and have unmet need for family planning services. Although 46 percent of women dated
that they wanted to have more children, about 90 percent of them wanted to wait for at least ayear
before the next birth. Just over athird of women who were not pregnant were using contraceptives.
Women defined as having unmet need, that is, those who were not using contraceptives and did not
want to have children immediately, congtituted 34 percent of this group of women. These figures
depict an environment of unmet need with a greet potentia for service providers to exploit.

In generd, asmdl percentage of clients were counsdled on family planning, irrespective of what
group they belonged to (Table 5). We dso note from the same table that providers did not consider
the unmet need status of their dients when they sdected them for family planning counsdlling.
Women were equdly likely to be counselled regardless of their pregnancy, contraceptive use status
and future reproductive intentions. One would expect that providers would put more emphasis on
women who were not using contraceptives in the hope that they would adopt contraception. There
Is confusion about how to ded with women who were pregnant. While a the time of survey, these
women were not arisk of conception it is possible that some of the pregnancies carried could have
been aresult of unmet need for contraceptives.
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Table5: Women with Different Levels of Unmet Need and Exposure to
FP Information

Need Status Per centage Counsdlled on FP
Already Using Contraceptives
Yes (n=233) 1.7
No (418) 10.0
P value 0.326
Currently Pregnant
Y es (n=430) 9.3
No (n= 746) 9.8
PVaue 0.786
Wanted Child Soon
No (n=647) 10.7
Yes (n=443) immediate 87
PVaue 0.270
With Unmet Need
Yes(n=176) 6.7
No (n=1011) 10.1
PVaue 0.146

5.2 Does Exposure To Family Planning Lead to Contraceptive Use?

A mgor rationale for promoting IEC activities at hedth faailities is thet it is presumed to influence
women'’ s reproductive behaviour so that they can initiate contraceptive use or improve continuation
with services for those dready using.

The relationship between contraceptive initiation and exposure to family planning information was
investigated by linking exposure to family planning during antenatal care and subsequent uptake of
contraceptive use. Women who had prior experience with contraceptive use were excluded since
they aready knew where to get services. In this case, from 1832 women who were interviewed, 27
percent dready had previous experience with contraceptive use. Uptake of contraceptive use in this
group could not be judtifidbly linked to the influence of information during antenatal visits. On the
other hand, antenatal care a facilities preceded contraceptive initiation for women had no prior
experience with family planning use. For child welfare dients, it would be difficult to distinguish the
order of events between initiation of contraception and visits to facilities for childcare and therefore
these clients are not included.

Table 6 shows the relationship between contraceptive use and counsdling during antenata care.
Based on bivaiate frequency distributions and unadjusted odds ratios, results show a strong
datistical association between contraceptive uptake and exposure to family planning. Women who
sated that they had been counsdled by providers, or those who had seen IEC materids or
discussed family planning with other women were nearly twice as likely to initiate contraception than
their counterparts These results strongly link exposure to family planning information with
contraceptive initiation and provide evidence supporting IEC programme Strategies.
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Table 6: Contraceptive Use and exposure to provider counselling, 1EC
materials and discussions with other women

Exposureto FP information | % who used contraceptive | Unadjusted oddsratiosand | Number of cases
after antenatal visits 95 % confidenceintervals
Provider Counselling
No 376 100 682
Yes 46.0 2.13** (1.61-2.83) 602
Saw |EC material
No 34.6 100 292
Yes 496 1.94**(1.38-2.76) 978
Discussed with other women
No 39.3 1.00 722
Yes 4.4 2.04**(1.44-2.71) 467

Notetotable: Confidence intervals are shown in brackets; ** Significant at 0.01.

6. Switching Between MCH and FP Services

6.1 Introduction

Hedth practitioners encourage the use of hedth facilities during pregnancy and early childhood to
foster better hedth for mothers and their children. While demographic surveys show extensive use
of facilities for antenatd and child welfare purposes, program managers do not know how
consstently mothers use the same facility for the same type of service and the degree of switching to
ancther facility when needs change. This section investigates if women who atended hedth facilities
for pregnancy monitoring aso used the same fadilities for monitoring their children’s hedth and
subsequently as sources for family planning services. These issues are addressed by andysing
women's vigts to hedth facilities during pregnancy with the last child and subsequent vists for child
care and family planning services.

Limited research has been done in Kenya or other African countries to investigate how clients use
hedlth facilities, as their reproductive hedth needs change from antenatd care to family planning
sarvices. Knowledge of clients switching behaviour has greet potentid for gpplication in learning
about clients requirements and the quality of services offered to them. Maternd, child hedth and
family planning services are integrated in most African countries and yet there is alack of knowledge
about the extent to which these services meset the needs of communities. The objective of the hedth
facilities is to provide continuous care to clients, and it is therefore important to know whether these
gods are being achieved as women change their reproductive needs. The study of clients' switching
should be viewed with keen interest by programme managers ance it may aert them to inadequate
quality of services offered at their hedth facilities.

The discussion that follows explores the possible influence of clients persond (age, marital Status,
number of living children, educationd levd) and facility characteristics on thair switching behaviour.
The three types of hedth facilities, hospitals, hedth centres and dispensaries are expected to offer
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different choices to women at various stages of ther reproductive lives, reflecting variations in
available equipment, trained staff and persond interaction with clients. Smilarly, different sectors
(public, Nairobi City Council and NGO) have different management styles and devote different
levels of resources to their facilities and this can present clients with different service quality options.
An eaxlier sudy report of clients views of service quality based on focus group discussions and in-
depth interviews showed that clients made decisons to change facilities based on the cost of
sarvices, the distance to facilities and perceptions of the qudity of service offered. The cost and
qudity of services were associated with whether a facility visted belonged to NGO, the private or
public sectors.

The organisation of this section reflects the natura sequence of the reproductive stages of women:
from pregnancy to child care and contraceptive adoption. Therefore, the first part of the discusson
will examine the switching behaviour of women when they seek care during pregnancy and after
ddivery. This is followed by an andyss of women switching fadilities for child hedth purposes.
Findly, the section concludes with an exploration of switching of facilities when women sought family
planning services,

Exit interviews with women attending the sub-sample of 28 hedlth facilities who had at least a child
provided information about use of facilities. These women were asked a series of questions to find
out the names of hedlth facilities vigted for antenatd, child hedth and family planning servicesin the
period before and after their last live birth. For example, for antenatal care, the woman was asked;

“What is the name of the first health facility that you visited for antenatal services?”

Once the name was given, the respondent and interviewer established the sector and type of the
fecility. Then the above question was followed by

“ Did you use this health facility throughout your pregnancy or did you switch to another
health facility for antenatal services?”

Women who had switched facilities were asked for the name of the new facility switched to and
reasons for switching. Agan, wherever possble, the types and sectors of hedth facilities were
edablished. This helped to determine whether a woman visited the same type or sector of facility.
A gmilar sequence of questions was asked with respect to vists for child care and family planning
services.

6.2  Switching Facilities for the Same Service: Antenatal Care

Switching from one facility to another for antenatdl services was not common among women who
were interviewed though a smal group of 159 (9 percent) did so. Investigation of this group shows
that persond traits, the type and sector of the facilities first visited may help us to understand some
of the switching behaviour reported by clients.

Switching behaviour for antenatal services was related to two persona characteristics of women,
educationa leve, the number of children as wdl as the type and sector of facility (Table 7). A higher
percentage (12 percent) of women with secondary education was observed to switch facilities than
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those with primary or no educetion (7 percent). An inverse relationship is indicated between the
percentage of women who switched facilities with the number of children a woman had; the range
was 5 percent among women with four or more children to 11 percent for those with only one child.

Fecility characterigtics appear to play an important role in a woman's decison to continue with the
same facility or to switch. The highest percentage of switching was observed among women who
had attended NGO facilities. With regard to the type of facility, least switching was observed
among women who sought services from health centres.

Table 7. Percentage of women, who switched facilities for antenatal care,
by selected characteristics

Characteristics Per centage Number of p-value
Women

Age

1519 104 173

20-29 9.7) 1201

30-46 6.1 408 0.074
Marital Status

Married 8.7 1606

Single 104 192 0.416
Educational Leve

None or Primary 71 1098

Secondary or more 117 694 0.001
Number of living children

1 10.7 701

2 9.2 445

3 95 252

4 + 4.6 395 0.007
Sector of Facility First Visited

Govt 85 873

NGO 126 397

NCC 6.7 525 0.006
Typeof Facility First Visited

Dispensary 105 266

Health Centre 6.5 851

Hospital 110 683 0.003

When antenatal women switched to a second hedth facility, they tended to maintain their loydty to
the sector of the origind facility visted. Thisis demondrated in Table 6 which shows that the largest
proportions of clients who switched facilities continued to seek care within fadilities in the same
sector. However, for clients who had started with NCC facilities, the choice of which facilities to
move to did not appear to be clear. Though the largest proportion of them (37 percent) continued
within NCC facilities, there was an even percentage distribution between the other two sectors
(NGO and Government).
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Table 8: Antenatal switching, by sector of health facility

Sector Used After Switching
Sector first visited Number
Government NGO NCC Total (%)
Government 55.9 25.8 18.3 100 93
NGO 36.0 52.0 12.0 100 25
NCC 317 31.7 36.6 100 41

Although women were generdly loyd to the sectors of their choice of origind hedth facilities visited,
this was found not to be the case with regard to the type. Switching was more prevaent among
women who initidly visited dispensaries and hospitals than among those who sought care from hedth
centres. However, Table 9 shows that, among women who switched initidly from dispensaries, the
vast mgjority of them went on to seek care from hospitals (71 percent). Though the figures are not
as pronounced for women who dtarted with hedlth centres and hospitals, it is clear that hospitals
tended to attract the largest or second largest proportion of switchers.

Table9: Antenatal switching, by type of health facility

Facility Type Used After Switching
Type of facility
switched from Number
Dispensary Health Center | Hospital Total (%)
Dispensary 14.7 14.7 70.6 100 A
Health Centre 18.1 33.9 431 100 72
Hospital 189 415 39.6 100 53

The pattern of switching among antenata women tended to be towards bigger types of facilities,
hedth centres and hospitals, and this strongly suggests that they were attracted to what they
percaived to be higher levels of sarvice qudity asthe time of ddivery was gpproaching. This
explanation is plausible because the highest percentage of switching was to hospitas followed by
hedth centres. Though women can ddiver a dispensaries, these facilities are generdly ill - equipped
in terms of staff, equipment and supplies to handle complicated cases of pregnancy. In Kenya,
women tend to regigter initidly with dispensaries for antenata care, but as the pregnancy approaches
term, they switch to facilities that offer higher levels of care. This tendency seemsto be confirmed by
the rdativey low levels of switching for clientswho initidly sought care a hospitals and hedth
centres.

The potentid effect of two persond characterigtics, education and number of living children, on
switching behaviour is interesting. Educated women were more likely to be discriminating in terms of
sarvice qudity and hence more likely to seek dternativesin the event of dissatisfaction. That women
with higher parity were less likdly to switch hedth facilities probably reflects the consdered choice
and experience of this group of women. These mothers were likely to know which facilities were
better equipped, with skilled service providers and hence their first choice was well considered.
However, when the number of children is considered as an explanatory variable together with other
variables, the effect of education is dominant.
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6.3 Switching Facilities for the Same Service: Child Welfare

An analysis smilar to the one conducted for antenatd clientsis performed in this section. Aswasthe
case with antenatd services, only a smdl percentage (13 percent) of women changed facilitieswhile
seeking hedlth services for the same child.

Switching facilities while seeking child hedth services was influenced by four persond characterigtics
(age, maritd gatus, education, number of living children) and the type of the facility visted the first
time. Table 10 shows that women in the age group 20-29 years had the greatest likelihood of
switching. Single women were more likely to switch facilities compared to those who were married.
Women with fewer children were more likely to switch hedth facilities. The percentage of women
who switched decreases steadily from 15 percent for women with one or two children to eight
percent for those with four or more. Higher levels of education appear to be associated with higher
chances of switching, that is, a higher proportion of women with secondary education switched
facilities than their counterparts with primary or no education.

Table 10: Clients Who Switched Facilities For Child Health Services By
Selected Characteristics

Characteristics Percent Who Switched [ Number of women | p-value
facilities

Age

1519 7.3 179

20-29 155 212

30-46 9.2 415 0.000
Marital Status

Married 126 1623

Single 17.6 199 0.047
Educational Leve

None or Primary 116 1116

Secondary or more 15.6 700 0.016
Number of living children

1 153 712

2 150 452

3 114 254

4 + 8.0 399 0.003
Sector Switched From

Government 141 849

NGO 125 351

NCC 121 595 0.4%
Type Switched From

Dispensary 255 595

Health Centre 12.6 937

Hospital 8.2 587 0.000

Once women had decided to switch to a second facility, the pattern of the type and sector of these
fecilitiesis clear (Table 11 and 12). Regardless of the first hedlth facility used, the largest proportion

of women moved to hedth centres. Again, the largest proportion of women switched to hedth
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centres. Kenyan hedlth centres tend to be better stocked with drugs and vaccines compared to
dispensaries. At times, the stock Situation at hedlth centres is better than a hospitas. Again, this
suggests that women were switching in search of facilities that they perceived to offer better quality.

The move to Government or NCC facilities was likely to be associated with the low cost of
savices. The cogt of sarvice for children under five years are nearly free for dients who vist
Government hedth fadilities and this may attract a large sesgment of dients. A quditative study of
participants in focus group discussons and in-depth interviews echoed the favoured postion of
public facilities because of low cost (Ndhlovu et d., 1995)

Table 11: Switching for child health services, by type of health facility

Typeof Facility Used After Switching
Typeof Facility Total Total No. of
First Visited (%) Cases
Dispensary Health Hogpital
Centre

Dispensary 253 49.3 253 100 75
Health Centre 25.6 60.5 14.0 100 86
Hospital 24.0 27 33.3 100 75
Column Total 59 121 56 100 236

Table 12: Switching for child health services, by sector of health facility

Sector Used After Switching
Sector First Total Total No. of
Visited per cent Cases
Government NGO NCC
Government 529 16.8 30.3 100 119
NGO 40.3 355 24.2 100 62
NCC 418 164 418 100 55

These results were adjusted for confounding effects of each of the varidbles on each other by
applying multivariate logigtic regression techniques. Women aged 20 to 29 years still appear to have
a high likelihood of switching. In addition, when other variables are adjusted for the sector and type
of faclity, there are minima changes in the likdihood of switching associated with more children,
particularly for women who had four or more children. The multivariate analysis further confirms
obsarvations from the bivariate analyss that least switching occurred among women who dtarted
childcare a hedlth centres or hospitals.
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Women's personal characteristics associated with switching behaviour were found to be different for
antenatal and child welfare dlients. Clearly, education had a strong effect on switching behaviour for
antenatdl clients and rather a wesk effect among clients seeking child hedlth services. Overdl, with
higher education, women were more likely to switch to other facilities. Age had a particularly strong
influence among mothers seeking hedth for thar children but was of little consequence for antenatal
women. However, for both antenatal and child welfare women, there appeared to be an increasing
likelihood to switch associated with fewer children, but the effect is sgnificant only among child
wefare clients.

Based on reasons given by clients and patterns of switching between the types and sectors of
fecilities, there is a srong suggestion that cost and qudity of services may account for women's
motivation to switch. Hedlth centres appeared to be the dominant choice of type of facility switched
to. Contrary to expectations, the reasons for switching as given by clients did not festure “better
sarvices’'. Among antenatd clients who switched, 32 percent of them mentioned “ better quality” as
the reason for changing the facility. The rest identified codt, distance and change of resdence as
reasons.  For child wedfare clients, only 12 percent mentioned quality related reasons. The switch to
government facilities while seeking child hedth services suggests that cost consderations were
important. WWomen may take advantage of the relatively free services offered for children under five
years of age.

6.4 Switching Facilities between Services: ANC to Child Health

The integration of MCH services in Kenya alows women to continue seeking childcare from the
same facility where they ddiver ther babies. The previous sections have demondrated that
switching facilities for the same sarvice, tha is, antenaid or child hedth was reativey low,
respectively nine and 13 percent. However, data show that a far higher percentage of women
switched facilitieswhen their needs changed from antenatal care to child care. Nearly a quarter (23
percent) of them reported that they switched facilities after ddivery. This group of women formsthe
bassfor andysis of this section.

Table 13 shows the bivariate anadyss of persond and facility characteridics for women who
switched facilities. Apart from the number of children and the age of the woman, dl other persond
characteridtics do not show a sgnificant association with switching behaviour. Though the effect of
parity is demondrated to be strong, that of age is week and diminishes once dl the varigbles are
adjusted for each other in the multivariate logidic regresson modd. The inverse reaionship
between parity and the chances of switching is noted and the pattern continues even after
adjustment.

The important role played by the type and sector of facility visited by women for antenatal care was
explored by applying the multivariate logidtic regresson modds. Reaults show that women who
sought antenata care from NGO facilities were more than twice as likely to switch facilities than
those who had sought antenatd care from the Government sector.  This strongly contrasts with very
low switching noted among clients who sought care from NCC facilities. Compared to dispensaries,
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data show that there was a decreasing likelihood to switch for women who visited hedth centres and

hospitds

Table 13:. Characteristics of women who switched facilities when they
changed services from antenatal careto child welfare

Characteristics Per centage Number of women p-value
Age

1519 288 177

20-29 237 1201

30-46 20.3 413 0.077
Marital Status

Married 226 1610

Single 284 197 0.068
Educational Leve

None or Primary 21 1108

Secondary or more 24.9 655 0.182
Number of living children

1 265 706

2 243 448

3 24 254

4 + 16.2 34 0.001
Sector Switched From

Government 208 859

NGO 351 3%

NCC 136 520 0.000
Type Switched From

Dispensary 409 266

Health Centre 158 835

Hospital 221 679 0.000

Tables 14 and 15 shows the sector and type of facilities that women chose to visit once they
decided to switch. Loyadty to the sector of the facility first visted continued even after switching. In
particular, this was the case for women who visited Government and NCC facilities where 51 and
73 percent of switchers, respectively remained within the same sector.  Though a smilar pattern
occurred for the NGO sector, a more even spread of switchers to other sectors is depicted. With
respect to the type of facility switched to, the largest proportion of women changed to hedth
centres.
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Table 14: Switching from antenatal services to child health services, by

sector of health facility

Sector first visited for Sector Used After Switching for child health

ANC Number
Gover nment NGO NCC Total (%)

Government 514 294 19.2 100 177

NGO 403 309 28.8 100 139

NCC 16.9 9.8 73.2 100 71

Table 15: Switching from antenatal services to child health services, by
type of health facility

Type of facility used Type of facility Used After Switching

during antenatal care Number
Dispensary Health centre Hospital Tota (%)

Dispensary 278 454 26.8 100 108

Health Centre 198 67.9 122 100 131

Hospital 333 40.0 26.7 100 150

Findings from this section strongly suggest that the cost of services and quality offered at hedth
facilities srongly motivate the choice of facilities for the mgority of women. In this case, the only
personal characteristic that appeared to be related to switching behaviour was parity. It appears
that parity in this case could be taken as a proxy for experience. Women with more children are
likely to be familiar with the quaity of services offered and consequently know where to go for the
different services.

The generd choice of government facilities for switchers strongly suggests that cost of serviceswas a
key factor for the choice. Government and NCC facilities tend to be well stocked with vaccines for
children and they are dmodt free for clients. Other services such as weighing children and routine
baby checks are dso available at these facilities. Once these services are available, thereislittle
vaiation in terms of qudity congderations. On the other hand, NGO facilities charge for these
services and this may account for the high probability of switching associated with NGO facilities.

6.5 Switching Facilities between Services: Child Health to FP

Of the 1834 women who were interviewed, 49 percent had used family planning since the birth of
their last child. The mgority (79 percent) of this group used the same facility for family planning as
they had used for antenatd or child welfare services. Once these women sarted using family
planning services, 86 percent of them continued to use the same facility. Since the main interest in
this section is use of modern contraceptives, only those women who had ever used contraceptives
form the sample for andyss. The first part of the andys's examines the factors that could influence
women's decison to seek family planning services esewhere even though these services were
avalable a the facilities that they previoudy vigted for other purposes. The second part of the
24



discussion is based on agroup of 117 women who reported that they had switched from one facility
to another for family planning purposes.

In addition to persona and facility characterigtics used in the previous sections, family planning
exposure variables will be consdered as potentid explanatory varigbles for andysng switching
behaviour. The key variables for family planning exposure are: whether providers counsdlled clients
about family planning; whether dlients discussed family planning services with other women; and if
they had seen posters at the facilities visited.

Table 16 shows the percentage of women who switched facilities for family planning services with
respect to selected characterigtics. Women exposed to family planning information during child
hedth were less likely to switch than those who were not. Though the results are of margind
datitical significance, women who reported that they had seen posters during their child welfare
vigtswere d0 lesslikdy to switch hedth facilities. Additiondly, afriendly environment of services
gppeared to promote use of the same facilities for both family planning and child hedth. A smdler
percentage of women switched when they were able to discuss family planning services with other
women. This could aso mean that women continued seeking services a facilities where they had
friends.
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Table 16: Percentage of women who used different facilities for child
welfare and family planning services since last birth by selected
characteristics

Factor Per centage Number of women p- value
switched

Age

1519 152 46

20-29 24 598

30-46 183 252 0.247
Marital Status

Married 199 833

Single 333 66 0.010
Number of living children

1 228 316

2 231 242

3 159 138

4+ 181 204 0.219

FP ExposureVariables

Provider Discussed FP during CW

visits

Yes 183 622

No 26.8 280 0.003
Client Saw Posters

Yes 197 766

No 27.2 136 0.047
Client Discussed FP with other
women

Yes 172 547

No 26.5 355 0.001
Last Facility Type During CW visits

Dispensary 217 146

Health Centre 184 473

Hospital 215 270 0.049
Lagt Facility Typeduring CW visits

Government 194 396

NGO 289 166

NCC 17.8 326 0.011

We aso note from Table 16 that the type of sector used during child hedlth care was more strongly
associated with switching than the type of facility. Switching was most common among women who
atended dispensaries during child wdfare vigits. Clients who had visted hedth centres and hospitals
were least likely to switch facilities. With regard to type, women who attended NGO facilities for
child wdfare were dso more prone to switch facilities. For instance, logistic regresson andyss
shows that these women had a probability of switching one and haf times more than those atending
Government hedth facilities NCC clients tended to remain within the same sector.
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6.6 Switching Facilities for the Same Service: Family Planning

The smdl group of 117 women who used a least two fadilities for family planning services are
investigated further to see the factors associated with their switching behaviour. The age range for
these women was 17 to 43 years, with mean and median of 27 and 26 years respectively. Just over
three-quarters of them were married and 48 percent with primary education. With regard to
children, the mean number was found to be two and approximately 41 percent of these women ill
wanted to have more children while over haf stated that they wanted to terminate child birth.

When women's persona characteristics were andysed for association with switching for family
planning services, only maritd datus showed a strong association while age was of margind
sgnificance (Table 17). From the table we see that the percentage of single women who switched
was more than two times that of married women. With regard to age, women aged 30 years and
above were more likely to switch facilities than those in the 15 to 19 or 20 to 29 year age brackets.

Table 17: Comparison of selected characteristics for women who
switched FP sources and those who did not since the birth of the last
child.

Selected Characteristics Switchers Number of women p-value
Age

1519 111 45

20-29 114 595

30-46 175 251 0.051
Marital Status

Married 119 830

Single 273 66 0.000
Number of living children

1 130 313

2 143 241

3 159 138

4+ 9.3 204 0.286
Person Recommending Fir st
Method

Providers 151 317

Friends 256 86

Sdf 9.5 495 0.000
Method First Used

Rill 152 514

IUD 200 40

Depo Provera 9.7 299 0.041
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The multivariate logitic regresson andysis confirms the influence of the two persond characteristics
on women's switching behaviour. Maritd status shows a strong effect on switching behaviour;
single women were found to be nearly three times as likely to switch facilities than married women.
In fact, the effect increases after adjusting for other explanatory variables shown in the same table.
Age, which was of margind sgnificance for unadjusted odds ratios, loses its importance when
considered with other variables.

The firg method adopted by women after delivery is closely associated with switching of hedth
facilities. Over haf of these women (57 percent) reported that they had started contraceptive use
with the pill. Depo provera ranked second with a third of women reporting its use while the IUD
was used by only 4 percent. Condoms and other methods were not popular at al; each used by
less than five percent of women. Mogt switching was associated with use of the IUD with 20
percent reporting switching clinics.  The pill which was associated with switching of about 15
percent ranked second. Least switching was observed among women who had adopted depo
provera as a contraceptive method. The multivariate and bivariate andyss were found to be in
conformity.

There is a strong suggestion that contraceptive choice and Side effects were key consderations for
switching facilities for family planning services. Of the 117 women who used a least two hedth
facilities for family planning, 33 percent of them reported that they aso changed methods. Twenty-
seven of these switchers started use with the pill and the mgority of them switched to depo provera;
eight who were on depo provera switched to the pill and two who had sarted with the 1UD
switched to the pill.

This last part of the report showed the role played by service providers and friends in choosing the

first contraceptive after delivery. Data show that switching behaviour was highly influenced by the

person mainly responsible for recommending the method used postpartum. The largest percentage

of women (55 percent) reported that they used the contraceptive method out of persona choice
while 35 percent cited providers and 10 percent friends and relatives. When switching was anaysed

with respect to the person who recommended the method, it was found that the largest group of

switchers was among women who reported that friends were ingrumenta in choice of method (26

percent) followed by those who cited providers (15 percent). Table 6.20, shows that women who

adopted a method recommended by a friend were nearly twice as likdy to switch than when a
provider recommended the method. Least switching was noted among women who said they had

used a contraceptive that they themsdves had chosen (9 percent). This finding highlights the

importance of individua choice in contraceptive use.

Switchers were asked indirect questions of what they thought accounted for women's decisons to
discontinue hedth facilities and seek services dsawhere. Though most responses attributed
discontinuation to distance of service facilities, issues of service qudity adso featured prominently.
For example, 73 percent of these women spontaneoudy mentioned access (distance and cost) and
the rest of the reasons were related to the quality of services: unavailability of methods (7 percent),
lack of water and supplies and provider unhd pfulness with Sde effects.
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7. Discussion and Conclusions

Resaults from the study highlighted a number of findings which may be key in organisng MCH and
family planning programmes. The mgority of women in Kenya tended to use the same hedth
facilitiesfor each of the three services of antenatd care, child hedth and family planning. This
Stuation offers a great opportunity for service providers to inform and educate women on a number
of hedthissues. A percentage of women who switched facilities for the same service were of
particular interest to the investigation. These women provided ingghtsinto patterns of switching
behaviour and the role of service quadity in the choice of the hedlth facilities.

The Government policy requiring that service providers should expose dients to family planning
information during antenatal and child welfareis evidently leading to alack of a coherent strategy”.
As areault, some women with unmet need for family planning services leave fadilities without
receiving information about these services. Use of hedlth talks for generd hedth education combined
with more focused procedures for identifying clients with unmet need can be adopted during
provider-client interactions. In-service training programmes should device focused ways of
training service providers how to identify MCH clients with unmet need for family
planning services.

The high likelihood that women who were exposed to family planning in generd and provider
counsdling in paticular were more likey to initiste contraceptive use is encouraging for
programmes.  Though adirect causal link cannot be established between family planning exposure
and contraceptive uptake, the finding supports the rationale for IEC activities a hedth facilities.
Counselling women about family planning during their visits for antenatal care and child
health appears to be a viable strategy of providing them with health information and a
wider range of reproductive health issues (for example, sexually transmitted diseases), can
be considered for incorporation.

Clients persona characteristics appear to play acritica role in their switching behaviour and those
selected for counsdlling by service providers. Based on these criteria, providers make sengble
decisons who to counsd for family planning services. At the same time, these considerations lead to
restrictions of access to contraceptive information for some groups of women who may be in need
of sarvices. In particular, young women gppeared to bear the burden of these attitudes. The
government should continue to explore ways of reducing medical barriersto family
planning service provision and to providing services to young unmarried adults.

Switching behaviour was dso found to be influenced by dlients individua characterigtics though
these were not congstent for dl the three services of antenata care, child health and family planning.
The effects of age, parity and marita status were most sgnificant in switching of facilities for same
sarvices for child wefare and family planning. Similar effects were aso noted in switching between
sarvices, antenatd care to child welfare and child welfare to family planning. The likelihood of

! The Government Population Guidelines states that “The Ministry would expand its ability to incorporate
population related information at all the service delivery points, mobile units and the primary health care projects
to cater for more adolescent and men”. Inthe National Implementation Plan, the Government identified women
with unmet need as a focus audience.

29



switching associated with these factors could be a reflection of changes in women'’slife course
events, particularly occasioned by marriage and employment. The influence of education was most
pronounced in al ingtances of switching, athough most sgnificant for antenata care. Thisis not very
surprising because the gains derived from femae education are well documented in reproductive
hedth literature. M ore educated women are better informed because they are able to gather
information from various sources and are usudly more articulate in their choice of services.

The high switching behaviour observed among single women seeking family planning services
srongly suggests that the family planning programme is not catering for their needs. Thisfinding
corroborates the experiences of single women who acted as mystery dients during the quditative
study conducted in 1995 (Ndhlovu, 1995) and documentation from other studies (Hughes et dl.,
1998).

Women who discussed family planning services with other women during child hedlth vistswere
more likely to continue using the same facility. Continuity with the same facility for dients exposed to
this mode of information is relevant for MCH and family planning programmes. The use of peer
counsellorsis strongly suggested by the low level of switching among clients who
discussed with other women.

The importance of involving family planning dients in adequate method counsdling is supported by
the finding that women who chose the contraceptives to use were least likely to switch facilities.
Where contraindications to the preferred method are identified, providers have to counsel
women sufficiently.

The net effects of the type and sector of facility in the exposure of dientsto family planning
information and switching of facilities were particularly evident. Similar results were observed in
switching between services for antenata to child welfare and child wdfare to family planning. Most
reasons for switching appear to be related to service quaity and cost. Government and NCC
facilities generdly offer chegper services and that may explain why switching tends towards these
sectors. With regard to city council facilities, extensve interventionsin provider training and
upgrading the infrastructure prior to the survey, could account for a switch to these facilities.
Throughout the discussion, there is strong evidence that clients who visited hedth facilities run by
these indtitutions were more likely to be counsdlled in family planning services. The government of
Kenya can draw lessons from the quality of services delivered to clients by the Nairobi City
Council and the NGO sector.

If the cal by the ICPD for integrating services (especidly sexualy transmitted infections) as part of
sarvice quality isto be heeded, consderable work remains to be done a nationd and hedlth facility
levels before its god's can be redised. However, this study showed that there is a potentia role of
improving sarvice qudity by including information given to dients during ther vigts for antenatal and
child hedth services. At the same time, the tendency for clientsto switch to hospitals and
dispensaries strongly suggests that quality is an important factor in women’s choice of
Services.



The origind design of the research sought to investigate two links between clients and services at
hedth facilities, the converson and attraction links. The atraction link proposes that clients are
more attracted to hedth facilities where the quaity of services is better in terms of the infrastructure
and interpersond relations. On the other hand, the conversion link proposes that at facilities where
sarvice providers actively engage in providing family planning information during antenatdl and child
hedlth vists, a higher uptake of contraceptive use and continuation can be experienced. Results
from this research largely support the two links.

The pattern of switching of hedth facilities for different services provides support for the attraction
link of hypothesis. Along with cost and distance to facilities, clients tended to switch to higher levels
of facilities and this suggested that they were seeking for better functioning facilities with better-
trained providers. The generd tendency of women to switch from the Government and NGO
sectors to the Nairobi city council facilities supports these assartions.  Prior to the survey, the
Nairobi City Council facilities received extensve support in terms of refurbishing the infrastructure
and training of service providers. This improvement in qudity appears to have been responsible for
the attraction of its services.

Though less data was available for examining the converson link, evidence supports this link. The
sudy showed that women who were exposed to family planning information when they sought
antenatal care were about twice as likdy to initiate contraceptive use after birth.  In addition,
women who were exposed to family planning information during child hedth vigts to fadilities
continued to use the same facility. In light of these results, reproductive hedth programmes are
encouraged to drive for higher quaity both in MCH and family planning services. Integration of
information at different levels of care has wide potentia benefits and there is scope for providing
more informétion to clients.
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